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Objective To assess the availability of information on indicators of the World Health Organization and United Nations Children’s Fund
primary health-care measurement framework in Bangladesh, India, Nepal, Pakistan and Sri Lanka and to outline the opportunities for and
challenges to using the framework in these countries.

Methods We reviewed global and national data repositories for quantitative indicators of the framework and conducted a desk review of
country documents for qualitative indicators in February—April 2023. We assessed data sources and cross-sectional survey tools to suggest
possible sources of information on framework indicators that were not currently reported in the countries. We also identified specific
indicators outside the framework on which information is collected in the countries and which could be used to measure primary health-
care performance.

Findings Data on 54% (32/59) of the quantitative indicators were partially or completely available for the countries, ranging from 41%
(24/59) in Pakistan to 64% (38/59) in Nepal. Information on 41% (66/163) of the qualitative subindicators could be acquired through desk
reviews of country-specific documents. Information on input indicators was more readily available than on process and output indicators. The
feasibility of acquiring information on the unreported indicators was moderate to high through adaptation of data collection instruments.
Conclusion The primary health-care measurement framework provides a platform to readily assess and track the performance of primary
health care. Countries should improve the completeness, quality and use of existing data for strengthening of primary health care.
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Introduction

Health is central to the 2030 agenda of the United Nations
(UN) sustainable development goals (SDG), and primary
health care is a strategy to achieve most of the SDG health
targets.' The success of primary health care depends on con-
sistent evaluation and performance review of service delivery,
which provides strategic information for decision-making and
builds accountability.” Therefore, performance monitoring
is essential to identify gaps, determine priorities, set targets,
track progress, and guide actions and investments for overall
improvement in population health, service coverage and
financial risk protection against out-of-pocket expenditure.
Several frameworks have been developed to track the
performance of primary health care in different regions of the
world. The primary care assessment tool, developed between
1990 and 1999, provided a framework to evaluate service de-
livery processes.’ At the same time, the project Primary Health
Care Activity Monitor for Europe assesses primary health-care
structures such as governance, financing and workforce, along
with processes and outcomes.* However, these tools and other
frameworks, such as the World Health Organization (WHO)
European primary health-care impact, performance and
capacity tool; the quality and outcomes framework (United
Kingdom of Great Britain and Northern Ireland); and the
results-based logic model for primary health care (Canada),
have been designed for high-income countries and require
modifications for use in low- and middle-income countries.™®

In addition, while most of these frameworks capture the core
primary health-care attributes of continuity, coordination,
comprehensiveness, patient-centredness and quality of care,
community engagement and multisectoral action are given
limited attention.”

To bridge the gaps, the Primary Health Care Performance
Initiative introduced a framework to assess primary health care
in the low- and middle-income countries. This framework is
built on a model specifying key inputs, processes, outputs and
outcomes, and provides a scoring system for measuring pri-
mary health-care performance.® Although the framework has
adequate measures for components such as primary health-
care spending, access, quality, service coverage and health
outcomes, a few subdomains required improved validity of
the indicators.””'" A review of the literature on measurement
of primary health-care performance in low- and middle-
income countries highlighted the limited scope of existing
primary health-care measurement frameworks. The review
recommended the validation of existing indicators and the
development of concise measures for the neglected dimensions
of primary health care."

In this regard, WHO and the United Nations Children’s
Fund (UNICEF) developed an operational framework for
measurement of primary health care through a technical
review of existing frameworks and indicators, followed by
multiple stages of stakeholder consultations."” The framework
has three components: integrated service delivery and essential
public health functions; multisectoral policy and action; and
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empowered people and communities.
The framework provides 87 indicators
(59 quantitative and 28 qualitative),
which are further classified as tier 1 (39
indicators) or tier 2 (48 indicators) based
on the feasibility of their measurement.
Tier 1 indicators are feasible to collect,
monitor and track in most contexts,
while tier 2 indicators are desirable
to collect but acquiring the needed
information may not be practicable in
all contexts. Most of the indicators are
composite indicators, information on
which should be disaggregated by the
sociodemographic drivers of equity.
The novelty of the framework lies in
the large set of lever-specific indica-
tors, which can be tailored to national
and subnational country contexts. The
framework also provides guidance for
measurement of particular areas, such
as policy and governance, community
engagement, organization, management
of health services, and purchasing and
payment systems."

We aimed to assess first-hand ex-
perience of using the framework in five
countries — Bangladesh, India, Nepal,
Pakistan and Sri Lanka - to show the op-
portunities and challenges in evaluating
primary health care. First, we assessed
the availability of data on the indicators
for evaluating primary health care in
the countries. Second, we identified the
data sources for the indicators and the
level of disaggregation in these sources
to track the equity drivers. Third, we
identified opportunities to expand the
scope of the existing data sources to
provide information on the indicators
for primary health-care monitoring that
were not currently available. Finally, we
propose a set of primary health-care
monitoring indicators that can be added
to the WHO-UNICEF primary health-
care measurement framework based on
information available in existing data
sources in these countries.

Methods

We used an exhaustive secondary data
review complemented by stakeholder
consultation. Based on the WHO-UNI-
CEF primary health-care measurement
framework, we assessed the availability
of indicators for primary health-care
monitoring in Bangladesh, India, Nepal,
Pakistan and Sri Lanka. We searched
for framework indicators in global data
repositories during March-April 2023.
These repositories included the WHO
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Global Health Observatory, WHO
global health expenditure database,
WHO health inequality monitor, World
Bank indicator database, UN SDG in-
dicator database, WHO national health
workforce accounts, WHO state party
assessment reports and WHO-UNICEF
reports.'”*

We also searched national data
repositories including national health
accounts reports, health facility sur-
veys, demographic and health surveys,
noncommunicable disease monitoring
surveys, national sample survey (India),
national income and expenditure survey
(Bangladesh) and multiple indicator
cluster surveys (Bangladesh, Nepal and
Pakistan), as well as the annual reports
generated from data captured through
the health management information
systems.

We shared the list of indicators
with relevant officials from the health
ministry and development partners in
India, Pakistan and Sri Lanka to iden-
tify the framework indicators on which
information was being collected through
some systems but which were not avail-
able in the public domain. We had access
to tools used in routine information
systems in Bangladesh and Nepal. We
also conducted a desk review of country-
specific documents. Finally, we orga-
nized a stakeholder consultation with
33 national and international experts
from academia, government ministries,
nongovernmental organizations and
development partners, to ensure that we
identified and included all relevant data
sources to assess the availability of infor-
mation on quantitative indicators as well
as potential sources of information on
the availability of qualitative indicators.

We analysed the percentage of
quantitative indicators for which infor-
mation was available by tier classifica-
tion (feasibility of measurement) and the
three components in the framework for
each country. We also assessed the fre-
quency of reporting of the data sources
(cross-sectional surveys and routine
management information systems),
the proportion of reported indicators
available, and the level of disaggregation
of indicators compared with the level
suggested by the primary health-care
measurement framework.

In addition, we evaluated the coun-
try-specific cross-sectional survey tools,
such as the service provision assessment
tool, service availability and readiness
assessment tool, demographic and
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health survey tools and noncommuni-
cable disease monitoring survey tools, to
identify potential framework indicators
and subindicators that were unreported
in the data repositories and reports.
We further classified these indicators
and subindicators into three categories
according to the feasibility of data col-
lection (easy, moderate and difficult).
Data collection was considered easy if
the question relevant to the indicator
could be identified in the survey tools,
but the information on the value of
the indicator was not reported in the
associated report. Moderately difficult
data collection meant that the tool in its
present form did not capture informa-
tion on subindicators and would require
modifications. Data collection was con-
sidered difficult if special surveys were
required to collect information on the
indicator. Indicators for which the fea-
sibility of acquiring information on their
subindicators varied were categorized
according to the level of feasibility for
at least half of the subindicators.
Finally, while reviewing the survey
questionnaires, we also identified a
set of indicators that are not currently
included in the primary health-care
measurement framework, but on which
information is being collected and re-
ported in the countries and which could
be used to measure primary health-care
performance in the region.

Ethical approval

The Institute Ethics Committee at the
Post Graduate Institute of Medical Edu-
cation and Research, Chandigarh, India
approved the study (PGI/IEC/2023/
EIC000289).

Results

Availability of indicators

On average, 54% (32/59) of the quan-
titative indicators were completely or
partially available for the five countries,
ranging from 41% (24/59) in Pakistan
to 64% (38/59) in Nepal. Complete
or partial information was available
from the existing data sources for 79%
(22/28) of tier 1 indicators, ranging
from 57% (16/28) to 93% (26/28).
For tier 2 indicators, information
was available for 31% (10/31; incon-
sistency is due to rounding), ranging
from 26% (8/31) to 39% (12/31; Fig. 1).
Overall, information was available
on 54% (32/59) of indicators related
to integrated health services, ranging
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from 41% (24/59) to 64% (38/59), and
77% (10/13) of indicators related to
multisectoral plan and action, ranging
from 69% (9/13) to 85% (11/13). For
empowered people and communities,
information was available on 42% (4/9;
inconsistency is due to rounding) of
indicators, ranging from 33% (3/9) to
56% (5/9).

Bangladesh, Nepal and Sri Lanka
reported information on more than 80%
of tier 1 indicators, while the feasibility
of obtaining information on tier 2 indi-
cators using available data sources was
highest for Nepal (39%; 12/31). Nepal
had the highest percentage of quantita-
tive indicators for which information
was available: 64% (38/59) for integrated
health services and 56% (5/9) for em-

powered people and communities. Ban-
gladesh reported the highest percentage
of indicators of multisectoral policy
and action for which information was
available (85%; 11/13; Fig. 1). Informa-
tion on most of the input indicators was
available for financing, physical infra-
structure, health workforce, medicines
and other health products (Fig. 2 and
online repository).” Limited informa-
tion was available for models of care and
output indicators, especially indicators
measuring quality of care (Fig. 2; online
repository).*

The framework divides the 28 quali-
tative indicators into 163 subindicators,
of which information on 41% (66/163)
could be acquired through desk reviews
of country-specific documents, while

Fig. 1. Proportion of available quantitative indicators of the WHO—UNICEF primary
health care measurement framework, by country
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42% (69/163) required key informant
interviews and 17% (28/163) needed
both desk reviews and key informant
interviews (online repository).* Infor-
mation on 61% (33/54) of the subindi-
cators in the governance domain could
be obtained from desk reviews of policy
documents. Information on only 19%
(8/42) of the subindicators for models
of care could be acquired through the
review of existing country-specific
documents (online repository).*

Data sources for quantitative
indicators

Indicators on inputs and processes were
mostly available from health facility sur-
veys or facility censuses conducted by
the countries. Data on outputs (utiliza-
tion of services) were captured through
the routine health information system in
the countries. Global data repositories
collated data to compute 11 quantitative
indicators, while national surveys and
routine information systems provided
information for 29, 28, 33, 18 and 28
indicators in Bangladesh, India, Nepal,
Pakistan and Sri Lanka, respectively.
Health facility surveys were the
source of information on the greatest
number of indicators in all countries,
except for India, followed by routine
health information report, namely:
annual health report in Nepal; annual
health statistics in Sri Lanka; health
management information system report
in India; health information system in
Pakistan; and annual health bulletin in
Bangladesh (Fig. 3). Other surveys with
large samples, such as demographic and
health surveys and the national sample

Fig. 2. Available quantitative indicators of the WHO—UNICEF primary health care measurement framework, by domain
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survey (India) provided information on
only 2-5 quantitative indicators.

The methods or sources adopted by
the countries to track indicators were
similar in some cases and varied in
others. For example, all the countries
used national health accounts to track
the finance-related indicators (Box 1;
available at https://www.who.int/
publications/journals/bulletin). Nepal
and Sri Lanka recorded information on
hospital discharges per 1000 population
through the health information system,
but Bangladesh and India captured this
information through population-based
surveys. While the information on indi-
cators related to physical infrastructure
and availability of human resources are
collected annually in India through col-
lation of information from government
health facilities, other countries acquire
these data through facility-based sur-
veys. Box 1 provides the complete list of
country data sources used for measur-
ing various indicators.

Reporting and disaggregation

The average time between survey re-
ports varied between countries. The
average duration between rounds
of demographic and health surveys
ranged between 2 years for Bangla-
desh and 13.5 years for Sri Lanka (on-
line repository).”»*> Similarly, health
facility assessments were reported
every 2 years for Bangladesh, 5 years
for Nepal and 8 years for Pakistan.”**’
Additionally, the reporting of con-
secutive rounds was not consistent
in the countries. For example, for the
WHO STEPS (STEPwise approach to
noncommunicable disease risk factor
surveillance) surveys, while the first
three rounds in Nepal had a gap of
1 year, the fourth and fifth rounds had
a gap of 4 and 6 years, respectively.

Health facility surveys in Bangla-
desh and Nepal disaggregate almost
all the indicators according to facility
type, managing authority, province or
division and location (urban or rural),
in line with the requirement of the
framework (Fig. 4). The district health
information system gathers informa-
tion at the facility level which is later
collated at district, provincial and na-
tional levels in the five countries. The
routine information systems in all the
countries do not collect data from pri-
vate health providers, and do not report
stratified results based on the location
of the facilities.
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Fig. 3. Proportion of available quantitative indicators of the WHO—UNICEF primary
health care measurement framework, by data source and country
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Note: the number of indicators is the total number of available indicators.

Potential data sources

Of 34 quantitative indicators on which
information was unavailable, data on
nine (26%) indicators can be acquired
easily because of their inclusion in stan-
dard survey tools (Table 1). Overall, 59%
(20/34) of the indicators were classified
in the moderate category because data
could be acquired by inclusion of related
questions in the tools of existing surveys.
The health systems in the countries are
just starting to include some indicators,
such as facilities using comprehensive
patient records, facilities using elec-
tronic health records and subindicators
(online repository).”

The framework suggests that data
be collected on a few subindicators
of the quantitative indicator called
multidisciplinary team-based service
delivery. However, some components,
such as team identity, clearly defined
roles and responsibilities that are uni-
formly understood by all team members,
shared goals of providing quality care,
and mutual accountability structures,
require a qualitative investigation in the
region (online repository).”* Addition-
ally, the framework recommends both
qualitative and quantitative assessment
for a few indicators, including access to
telemedicine, existence of an empanel-
ment system and facilities with systems
to support quality improvement. We
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found that these indicators were being
evaluated quantitatively through exist-
ing data repositories in at least one of
the five countries.

Extending the framework

Information on some indicators re-
lated to multisectoral coordination is
readily available in the five countries,
such as: number of people stopped and
checked by traffic police for drink-
driving in the past 12 months in Ne-
pal; number of training programmes
conducted for ministry of health and
non-ministry of health personnel in
Bangladesh; population being taught
in school and college about the ill-
effects of tobacco and alcohol, and the
benefits of physical activity and diet
in India; and use of safety helmets by
motorcycle drivers and passengers in
Nepal and Pakistan (Box 2; available
at https://www.who.int/publications/
journals/bulletin). Additionally, sev-
eral indicators related to community
links and engagement, such as number
of committee meetings held with at
least 60% of members, awareness of
community outreach activities, and
population with recent contacts with
health workers, were collected by the
countries on a regular basis (Box 2;
online repository).*
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Discussion

Our paper presents information on the
current availability of indicators within
the primary health-care measurement
framework in five countries and sug-
gests the extension of existing surveys to
obtain information, especially related to
process and output indicators. Overall,
complete or partial information was
available for four fifths and one third of
the of the tier 1 and tier 2 quantitative in-
dicators, respectively, from the existing
data sources. Most of the information
was available for quantitative indicators
related to multisectoral plan and action,
and integrated health services. However,
information on the indicators related to
empowered people and communities
need to be strengthened to compute the

indicator. Data availability was skewed
towards input indicators, in compari-
son to process, and output indicators
in all the countries. Information was
not available for about a quarter of the
quantitative indicators, even though
this information is included in standard
survey tools and the data could be easily
obtained. Thus, countries have data on
such indicators, which, with adequate
reporting, can be used for performance
evaluation.

Countries used different approaches
to track certain indicators, using either
surveys or routine information systems.
Both methods of data collection have
advantages as well as limitations. While
data collected through management
information systems are timely and
present a more sustainable option for

Neha Purohit et al.

performance monitoring of primary
health care, they depend on the com-
pleteness of reporting by facilities and
currently do not include information
from private entities. Moreover, ensur-
ing the quality of data from management
information systems is important for
estimating performance. On the other
hand, evidence collected from cross-sec-
tional surveys is reliant on self-reported
information. While these surveys may
not have problems of over-reporting or
lack of representation of the private sec-
tor, their sample sizes generally do not
permit district-level analysis. Stakehold-
ers may prioritize data sources based on
available resources and local capacities;
however, robust mechanisms should be
in place to ensure data quality.

Fig. 4. Level of disaggregation of indicators of the WHO—UNICEF primary health care measurement framework in the data sources

Data sources
type

Facility Managing Subnational Urban or
authority rural type

Level of disaggregation of framework indicators

Service  Gender

Demographic and health survey (all)

National noncommunicable disease
monitoring survey (India)

Health-fadility assessment (Bangladesh)

Health-facility assessment (Nepal)

Service availability and readiness
assessment (Sri Lanka)

Health-facility assessment (Pakistan)

Household income and expenditure
survey; (Bangladesh)

Cross-sectional surveys

National sample survey (India)
National health accounts (all)

Rural health statistics (India)

Ayushman Bharat health and wellness
centre report (India)

Annual health statistics (Sri Lanka)
Annual health bulletin (Bangladesh)

Annual health report (Nepal)
Health-management information
system report (India)

National health workforce accounts
(Bangladesh, India, Pakistan)

Routine health information systems

National health workforce accounts
(Nepal, Sri Lanka)

mm Disaggregated by the parameter

== Not disaggregated by the parameter

UNICEF: United Nations Children’s Fund; WHO: World Health Organization.

Note: details available in online repository.”
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Wealth Education
quintile

Age  Cadreor Tracer Activity
occupation condition  level

Disaggregation not required according to the framework
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Governments should not only
consider building systems for improve-
ment in availability of standardized
data for monitoring primary health-
care performance, but also adapt the
framework and use indicators on which
information is readily available to ensure
context-specific monitoring systems.
The countries have adopted similar
approaches to establish community par-
ticipation through institutionalization
of health committees and peer groups,
and through community health work-
ers.”~** Therefore, indicators already
being tracked in the countries may be
useful to assess the level of community
engagement in service planning and
organization after consideration of their
appropriateness.

Furthermore, with the increasing
burden of noncommunicable diseases,”
the success of primary health care will
be contingent on the continuum of care
provided. In this regard, the framework
suggests assessment of the existence of
comprehensive patient records and the
availability of protocols for referrals,
back-referrals, and emergency transfer,
but does not include output indicators
for assessment of the care continuum.
However, in Bangladesh and India,
authorities have started to track the
number of upward and downward
referrals through routine management
information systems. In one of the sur-
veys on primary health-care facilities in
India, the population-level compliance
rate with referrals made by the primary
health-care teams was also assessed.™

The so-called leave no-one behind
principle requires monitoring of in-
dicators with detailed disaggregation
across population subgroups, regions
and levels of care. Most of the sample
surveys presented disaggregated data
on certain parameters, as suggested by
the framework. However, the reports
of management information systems
contained limited disaggregation. The
framework recommends disaggrega-
tion of 58% of quantitative indicators
by facility type, which implies measure-
ment of primary health care delivered
at primary, secondary and tertiary level
facilities. The measurement of indicators
at secondary and tertiary level facilities
should be analysed with caution in the
studied countries as no formal gatekeep-
ing mechanism exists at primary health-
care facilities. Thus, the aggregated
measurement of primary health care at
all three levels of health care is likely to
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Table 1. Quantitative indicators of the WHO-UNICEF primary health care measurement
framework, on which information is currently not available, potential data
sources and ease of access of the data

Indicator Potential data sources Ease of data
collection

Percentage of public research funding National health accounts Difficult

for primary research

Health-worker density and distribution ~ National health workforce Moderate
accounts

Accreditation mechanisms for education  National health workforce Moderate

and training institutions accounts, regulatory councils

National system for continuing National health workforce Moderate

professional development accounts, regulatory councils

Availability of medicines Health facility surveys Easy

Availability of essential in vitro Health facility surveys Moderate

diagnostics

Availability of priority medical Health facility surveys Moderate

equipment and other medical devices

Percentage of facilities using Health facility surveys Difficult

comprehensive patient records

Functional national human resources Desk reviews of policy Easy

information system and national health  documents

workforce accounts

Percentage of facilities using electronic ~ Health facility surveys Difficult

health records

Management capability and leadership:  Health facility surveys Easy

percentage of facilities with managers

or teams that have decision-making

responsibilities

Multidisciplinary team-based service Health facility surveys, key Difficult

delivery? informant interviews, routine
health information systems

Existence of facility budgets and Health facility surveys Moderate

expenditures meeting criteria

Collaboration between facility-based Policy reviews, health facility Moderate

and community-based service surveys, routine health

providers? information systems

Proactive population outreach Health facility surveys Moderate

Services for self-care and health literacy ~ Health facility surveys Moderate

in primary care

Percentage of health facilities with Health facility surveys Easy

systems to support improvements in

quality?

Percentage of facilities meeting criteria ~ Health facility surveys Moderate

for resilient health facilities and services®

Geographical access to services Geographic information system  Easy
mapping

Access to emergency surgery Population-based surveys Easy

Percentage of facilities offering services  Health facility surveys Moderate

according to a national service package

Provider availability (absence rate) Health facility surveys Moderate

Percentage of facilities meeting Health facility surveys Moderate

minimum standards to deliver tracer

services

Percentage of facilities compliant Health facility surveys Moderate

with infection prevention and control

measures

Patient-reported experiences Population-based surveys, health  Moderate
facility surveys

People’s perception of health system Population-based surveys, health  Easy

and services
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facility surveys

(continues. . .)
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(.. .continued)

Indicator Potential data sources Ease of data
collection

Diagnostic accuracy (provider Health facility survey Easy

knowledge)

Adherence to clinical standards for tracer  Health-facility surveys Easy

conditions

30-day hospital case fatality rate (acute  Routine health information Moderate

myocardial infarction or stroke) systems

Avoidable complications (lower limb Routine health information Moderate

amputation in diabetes) systems

Hospital readmission rate for tracer Routine health information Moderate

conditions systems

Prescribing practices for antibiotics Prescription audit, health facility ~ Moderate
surveys

Proportion of people 65 years and older  Prescription audit, health facility =~ Moderate

prescribed antipsychotics
Waiting time for elective surgery

surveys
Population-based surveys, health  Difficult

facility surveys

¢ Indicator has subindicators that had different levels of feasibility of data collection (online repository).

overestimate the actual availability of
resources for primary health-care ser-
vice delivery and primary health-care
performance at the designated primary
health-care facilities. This situation is
likely to promote an inefficient model of
primary health-care service delivery.”*
Disaggregation of these data may be
useful to monitor care-seeking patterns
and to quantify the effectiveness of any
gatekeeping mechanism in strengthen-
ing primary health care. Moreover, the
private sector in the region provides an
estimated 50-69% of the outpatient care.
Therefore, creating a mechanism for
collecting data from private providers
is crucial to increase the representative-
ness of data.

To improve the availability and
accessibility of information across
countries, global repositories are con-
sistently being updated. The expansion
of information in the national health
workforce accounts and global health

expenditure database, and the launch
of a health inequality online repository
in April 2023 are a few examples of the
efforts being made globally to improve
transparency and tracking of primary
health-care performance.'®'”*" In addi-
tion, it is important to strengthen civil
registration and vital statistics systems to
capture, among other information, reli-
able data on cause of death for effective
primary health-care service planning
and delivery.” Additionally, strengthen-
ing coordination and interoperability
within and between different levels of
care will also be essential to measure
continuity of care and care coordination.

Our study has some limitations.
First, the five countries have vertical
programmes for certain diseases, with
isolated reporting lines, which may not
be integrated into a regular manage-
ment information system. We did not
evaluate reports of such programmes to
identify domain-specific indicators not

© 2024 The authors; licensee World Health Organization.
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mentioned in the framework but being
tracked in the countries. Second, reports
of health information systems for Paki-
stan could not be directly accessed for
the analysis, which may have resulted in
under-representation of information on
indicators outside the framework. Third,
because information on data sources for
qualitative indicators across the coun-
tries varied in rigour, the availability of
information on qualitative indicators
could not be analysed by country and
requires further exploration. Finally, our
assessment focused specifically on the
five countries; however, extending such
analyses to other countries in the region
would help determine the generalizabil-
ity of the findings.

In conclusion, the WHO-UNICEF
primary health-care measurement
framework provides an opportunity to
set up a unified monitoring system for
tracking the performance of primary
health care. With different health sys-
tem structures in urban areas and a
substantial amount of care delivered
by private providers in the region, data
on the indicators should be collected
and analysed according to these pa-
rameters. The focus of the countries in
future should not only be to establish
mechanisms for collection of informa-
tion on the indicators for measurement
of primary health-care performance,
but also to work on improving the
completeness, quality and use of exist-
ing data for strengthening of primary
health care. W
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Résumé

Analyse du cadre d'évaluation des soins de santé primaires OMS-UNICEF au Bangladesh, en Inde, au Népal, au Pakistan et au Sri Lanka

Objectif Etudier la disponibilité des informations concernant les
indicateurs du cadre d'évaluation des soins de santé primaires de
I'Organisation mondiale de la Santé et du Fonds des Nations Unies
pour I'enfance au Bangladesh, en Inde, au Népal, au Pakistan et au Sri
Lanka, mais aussi présenter les opportunités et enjeux de I'application
d'un tel cadre dans ces pays.

Méthodes Nous avons exploré les référentiels de données nationaux et
internationaux a la recherche d'indicateurs liés au cadre, puis nous avons
effectué un examen préliminaire des documents de chaque pays poury
trouver des indicateurs qualitatifs entre février et avril 2023. Nous avons
évalué la provenance des données et les outils d'enquéte transversale
en vue de suggérer des sources potentielles d'informations sur certains
indicateurs relatifs au cadre qui n'apparaissaient pas encore dans les
pays susmentionnés. Nous avons par ailleurs identifié des indicateurs
spécifiques en dehors du cadre, sur lesquels les pays collectent des
informations et qui pourraient servir a mesurer les performances des
soins de santé primaires.

Résultats Des données sur 54% (32/59) des indicateurs quantitatifs
étaient partiellement ou entiérement disponibles dans les différents
pays, allant de 41% (24/59) au Pakistan a 64% (38/59) au Népal. Des
examens préliminaires de documents propres a chague pays ont permis
de recueillir des informations sur 41% (66/163) des sous-indicateurs
qualitatifs. Il était plus facile d'obtenir des précisions sur les indicateurs
de moyens que sur les indicateurs de processus et de résultats. Enfin, le
degré defaisabilité de I'acquisition d'informations sur les indicateurs non
mentionnés était modéré a élevé, a condition d'adapter les instruments
de collecte de données.

Conclusion Le cadre d'évaluation des soins de santé primaires offre une
plateforme permettant d'évaluer et de suivre aisément les performances
en la matiére. Les pays devraient améliorer |'exhaustivité, la qualité et
I'utilisation des données existantes pour renforcer les soins de santé
primaires.
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Pe3iome

OueHkKa cuctembl namepeHuns 3¢ GeKTUBHOCTY NepBUYHOI MeauKo-caHuTapHoi nomowu BO3-IOHUCED;

banrnapgew, UHauna, Henan, Makucrax v Wpun-Jlanka
LUenb OueHntb Hannuve MHGOPMALMM O MOKa3aTeNAX CUCTEMbI
n3mepeHna 3QGeKTUBHOCTM NEPBUYHON MEANKO-CAHUTAPHOW
nomoL1 BcemmpHoOM opraHm3aumy 3apaBooxpaHeHna u [letckoro
doHaa OpraHnzaunm ObbeanHeHHbIX Hauwnii 8 baHrnaget, ViHamn,
Henane, Maknctare v Wpn-SlaHke 1 0603HAUNTb BOIMOXKHOCTU 1
NpobnemMbl UCMONb30BaHWA 3TOM CUCTEMbI B STVX CTPaHaX.
MeToabl C deBpana no anpenb 2023 roga 6bin NpoBeaeH
0630p rNobanbHbIX M HALUMOHAMbHbLIX XPaHWAKLL JaHHBIX MO
KONMYECTBEHHBIM NMOKa3aTensm CTPYKTYPbI U aHanMTUIeCKuin 063op
TIOKYMEHTOB MO CTPaHaM Mo KayeCTBeHHbIM MOKa3aTtensam. ABTOpbl
NpPOoaHaNM3MPOBANM UCTOYHVIKI IaHHBIX U MIHCTPRYMEHTbI MPOBEeEHNS
nepeKpecTHbIX UCCNeAoBaHUI 1 CAenany npeanonoXeHe o
BO3MOMHbIX UCTOUHWKaX MHGOPMALIMV [/ DAMOUHbBIX MOKa3aTenew,
KOTOPble B HACTOALLiee BpeMs He BKITIOUAIOTCA B OTUETHI B YKa3aHHbIX
cTpaHax. Kpome Toro, bbin onpeaeneHbl KOHKpeTHbIe MoKasaTeni,
He BXOAALIME B PAMOYHYIO CXeMy, MO KOTOPbLIM B 3TVX CTpaHax
cobupaeTca MHGopMauma U KoTopble MOTYT MCMONb30BaTbCA

ANa OLUEHKN 3GEKTUBHOCTY NEePBUYHOTO MEANKO-CAHUTAPHOrO
OOCNYKMBAHNA.

Pesynbratbl [laHHble N0 54% (32/59) KonMUeCTBEHHbIX NMOKa3aTenel
6bIM YAaCTUUYHO WKW MOMIHOCTBIO AOCTYMHbLI MO CTpaHam: OT
41% (24/59) B MakncTaHe 0o 64% (38/59) B Henane. MHdopmauys
no 41% (66/163) KaueCTBeHHbIX MofAnokasaTenen Ooina nonydyeHa
B pe3y/bTaTe aHanM3a AOKYMEHTOB MO KOHKPETHbIM CTPaHaM.
NHbopmauma o nokaszaTtenax 3aTpaT AenaeTca bonee AOCTYNHOWM,
yem nHbOPMaUMA O MOoKasaTenAax NPOoLEeCcCOoB W pPe3ynbTaTos.
BO3MOXHOCTb MonyyeHua MHGOPMaLMM NO MOoKa3aTensam, He
BKJ/IIOUYEHHBIM B OTYETHOCTb, OLEHMBANACh Kak yMepeHHaa mnmu
BbICOKasA B C/Tydae afianTalmm MHCTPYMEHTOB COOpa AaHHbIX.
BboiBog CncTema CTaTUCTUUYECKOTO M3MEpeHUA nokaszaTtenemn
NePBUYHON MeAVKO-CaHUTaPHOKN MOMOLLM OOeCneunBaeT niathopmy
ANA yA0OHOW OLEHKM 1 OTCNEXMBaHNUA 3OGEKTVBHOCTM NEPBUYHOTO
MEAVKO-CaHUTaPHOrO 06CNYKMBaHWA. B Lienax ycrnenna neperMyHomN
Me[NKO-CaHWTapHOW NOMOLM CTPaHaM HeoOXOAMMO YyulUKTb
MOMIHOTY, KA4eCTBO W MCMOMb30BaHME JOCTYMNHbIX AAHHbIX.

Resumen

. os

Evaluacion del marco de medicion de la atencion primaria de salud de la OMS y el UNICEF en Bangladesh, India, Nepal, Pakistan

y Sri Lanka

Objetivo Evaluar la disponibilidad de informacion sobre los indicadores
del marco de medicién de la atencién primaria de salud de la
Organizacion Mundial de la Salud y el Fondo de las Naciones Unidas
para la Infancia en Bangladesh, India, Nepal, Pakistan y Sri Lanka, y
exponer las oportunidades y los desafios que plantea la aplicacion del
Marco en estos paises.

Métodos Se revisaron los repositorios de datos mundiales y nacionales
para los indicadores cuantitativos del marco y se realizé una revision
preliminar de los documentos de los paises para los indicadores
cualitativos entre febrero y abril de 2023. Se evaluaron las fuentes de
datos y las herramientas de encuestas transversales para sugerir posibles
fuentes de informacion sobre los indicadores del marco que actualmente
no se comunican en los paises. También se identificaron indicadores
especificos ajenos al marco sobre los que se recopila informacion
en los paises y que se podrfan aplicar para medir los resultados de la
atencion primaria.

Resultados Los datos sobre el 54% (32/59) de los indicadores
Ccuantitativos estaban parcial o totalmente disponibles para los paises,
oscilando entre el 41% (24/59) de Pakistan y el 64% (38/59) de Nepal.
La informacién sobre el 419% (66/163) de los subindicadores cualitativos
se pudo obtener mediante revisiones preliminares de documentos
especificos de cada pais. La informacion sobre los indicadores de
insumos fue mas facil de obtener que sobre los indicadores de procesos
y productos. La viabilidad de adquiririnformacion sobre los indicadores
no declarados fue de moderada a alta mediante la adaptacién de los
instrumentos de recopilacion de datos.

Conclusion El marco de medicién de la atencidn primaria proporciona
una plataforma para evaluar y seguir facilmente el rendimiento de la
atencion primaria. Los paises deben mejorar la exhaustividad, la calidad
y el uso de los datos existentes para reforzar la atencién primaria.

References

1. Universal health coverage (UHC) [internet]. Geneva: World Health
Organization; 2022. Available from: https://www.who.int/news-room/fact
-sheets/detail/universal-health-coverage-(uhc) [cited 2023 Apr 20].

2. Review of 40 years of primary health care implementation at country level.
Geneva: World Health Organization; 2019. Available from: https://www.who
.int/docs/default-source/documents/about-us/evaluation/phc-final-report
pdf [cited 2023 Apr 20].

3. Shil, Masis DP, Guanais FC. Measurement of primary care. Report on the
Johns Hopkins primary care assessment tool. Washington, DC: Inter-
American Development Bank; 2012. Available from: https://publications
Jiadb.org/publications/english/viewer/Measurement-of-Primary-Care
-Report-on-the-Johns-Hopkins-Primary-Care-Assessment-Tool.pdf [cited
2023 Apr 20].

4. Kringos DS, Boerma WG, Bourgueil Y, Cartier T, Hasvold T, Hutchinson A, et
al. The European primary care monitor: structure, process and outcome
indicators. BMC Fam Pract. 2010 Oct 27;11(1):81. doi: http://dx.doi.org/10
1186/1471-2296-11-81 PMID: 20979612

5. D'Avila OP, Pinto LFS, Hauser L, Gongalves MR, Harzheim E. The use of the
primary care assessment tool (PCAT): an integrative review and proposed
update. Cien Saude Colet. 2017 Mar;22(3):855-65. doi: http://dx.doi.org/10
.1590/1413-81232017223.03312016 PMID: 28300993

6. Pasarin MI, Berra S, Rajmil L, Solans M, Borrell C, Starfield B. [An instrument
to evaluate primary health care from the population perspective]. Aten
Primaria. 2007 Aug;39(8):395-401. Spanish. doi: http://dx.doi.org/10.1157/
13108612 PMID: 17692225

7. Olde Hartman TC, Bazemore A, Etz R, Kassai R, Kidd M, Phillips RL Jr, et al.
Developing measures to capture the true value of primary care. BJGP Open.
2021 Apr 26;5(2):BJGP0.2020.0152. doi: http://dx.doi.org/10.3399/BJGPO
.2020.0152 PMID: 33563701

8. The PHCPI conceptual framework [internet]. Washington, DC: Primary
Health Care Performance Initiative; 2015. Available from: https://www
.improvingphc.org/phcpi-conceptual-framework [cited 2023 Apr 20].

484 Bull World Health Organ 2024;102:476-485C| doi: http://dx.doi.org/10.2471/BLT.23.290655


https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc)
https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc)
https://www.who.int/docs/default-source/documents/about-us/evaluation/phc-final-report.pdf
https://www.who.int/docs/default-source/documents/about-us/evaluation/phc-final-report.pdf
https://www.who.int/docs/default-source/documents/about-us/evaluation/phc-final-report.pdf
https://publications.iadb.org/publications/english/viewer/Measurement-of-Primary-Care-Report-on-the-Johns-Hopkins-Primary-Care-Assessment-Tool.pdf
https://publications.iadb.org/publications/english/viewer/Measurement-of-Primary-Care-Report-on-the-Johns-Hopkins-Primary-Care-Assessment-Tool.pdf
https://publications.iadb.org/publications/english/viewer/Measurement-of-Primary-Care-Report-on-the-Johns-Hopkins-Primary-Care-Assessment-Tool.pdf
http://dx.doi.org/10.1186/1471-2296-11-81
http://dx.doi.org/10.1186/1471-2296-11-81
http://www.ncbi.nlm.nih.gov/pubmed/20979612
http://dx.doi.org/10.1590/1413-81232017223.03312016
http://dx.doi.org/10.1590/1413-81232017223.03312016
http://www.ncbi.nlm.nih.gov/pubmed/28300993
http://dx.doi.org/10.1157/13108612
http://dx.doi.org/10.1157/13108612
http://www.ncbi.nlm.nih.gov/pubmed/17692225
http://dx.doi.org/10.3399/BJGPO.2020.0152
http://dx.doi.org/10.3399/BJGPO.2020.0152
http://www.ncbi.nlm.nih.gov/pubmed/33563701
https://www.improvingphc.org/phcpi-conceptual-framework
https://www.improvingphc.org/phcpi-conceptual-framework

Neha Purohit et al.

20.

22.

23.

Bull World Health Organ 2024;102:476-485C| doi: http://dx.doi.org/10.2471/BLT.23.290655

Veillard J, Cowling K, Bitton A, Ratcliffe H, Kimball M, Barkley S, et al. Better
measurement for performance improvement in low- and middle-income
countries: the Primary Health Care Performance Initiative (PHCPI)
experience of conceptual framework development and indicator selection.
Milbank Q. 2017 Dec;95(4):836-83. doi: http://dx.doi.org/10.1111/1468
-0009.12301 PMID: 29226448

Ratcliffe HL, Schwarz D, Hirschhorn LR, Cejas C, Diallo A, Garcia-Elorrio E,

et al. PHC progression model: a novel mixed-methods tool for measuring
primary health care system capacity. BMJ Glob Health. 2019 Sep
13;4(5):001822. doi: http://dx.doi.org/10.1136/bmjgh-2019-001822 PMID:
31565420

. Primary health care progression model assessment tool. Washington, DC:

Primary Health Care Performance Initiative; 2019. Available from: https://
www.improvingphc.org/sites/default/files/PHC-Progression%20Model%20
2019-04-04_FINAL.pdf [cited 2023 Apr 20].

Bangalore Sathyananda R, de Rijk A, Manjunath U, Krumeich A, van
Schayck CP. Primary health centres’ performance assessment measures in
developing countries: review of the empirical literature. BMC Health Serv
Res. 2018 Aug 9;18(1):627. doi: http://dx.doi.org/10.1186/512913-018-3423
-0 PMID: 30092842

Primary health care measurement framework and indicators: monitoring
health systems through a primary health care lens. Geneva: World Health
Organization and United Nations Children’s Fund; 2022. Available from:
https://iris.who.int/bitstream/handle/10665/352205/9789240044210-eng
.pdf?sequence=1 [cited 2023 Apr 20].

Primary health care measurement framework and indicators: monitoring
health systems through a primary health care lens. Web annex: technical
specifications. Geneva: World Health Organization and United Nations
Children’s Fund; 2022. Available from: https://iris.who.int/handle/10665/
352201 [cited 2023 Apr 20].

Global health observatory [internet]. Geneva: World Health Organization;
2023. Available from: https://www.who.int/data/gho [cited 2023 May 11].
Global health expenditure database [internet]. Geneva: World Health
Organization; 2023. Available from: https://apps.who.int/nha/database/
Select/Indicators/en [cited 2023 May 11].

Health inequality monitor. Geneva: World Health Organization; 2023.
Available from: https://www.who.int/data/inequality-monitor/data [cited
2023 May 11].

Indicators [internet]. Washington, DC: World Bank; 2023. Available from:
https://data.worldbank.org/indicator [cited 2023 May 11].

SDG indicator database. New York: United Nations Department of Economic
and Social Affairs; 2023. Available from: https://unstats.un.org/sdgs/
dataportal [cited 2023 May 11].

National health workforce accounts data portal. Geneva: World Health
Organization; 2023. Available from: https://apps.who.int/nhwaportal/ [cited
2023 May 11].

. IHR State Party self-assessment annual report (SPAR). Geneva: World Health

Organization; 2023. Available from: https.//www.who.int/emergencies/
operations/international-health-regulations-monitoring-evaluation
-framework/states-parties-self-assessment-annual-reporting [cited 2023
May 11].

Noncommunicable diseases progress monitor. Geneva: World Health
Organization; 2022. Available from: https://iris.who.int/handle/10665/
353048 [cited 2023 May 11].

Caffrey M, Quach A, Balakrishnan SS, Gopalakrishna S. A formative
evaluation of community health workers'policies and programmes. New
York: United Nations Children’s Fund; 2022. Available from: https://www
.unicef.org/rosa/documents/formative-evaluation-community-health
-workers-policies-and-programmes [cited 2023 May 11].

24.

25.

26.

27.

28.

29.

30.

31

32

33.

34.

35.

36.

37.

Research

Assessing primary health care in Bangladesh, India, Nepal, Pakistan and Sri Lanka

Purohit N, Kaur N, Zaidi SRM, Rajapaksa L, Sarker M, Adhikarie SR, et

al. Assessing the applicability of the WHO-UNICEF Primary health care
measurement framework in five Asian countries: supplementary material.
London: figshare; 2024. doi: http://dx.doi.org/10.6084/m9.figshare
25143953

The Demographic and Health Surveys Program. Washington, DC: United
States Agency for International Development; 2023. Available from: https://
dhsprogram.com/ [cited 2023 May 11].

National Institute of Population Research and Training and ICF. Bangladesh
Health Facility Survey 2017. Dhaka: National Institute of Population
Research and Training, Associates for Community and Population Research
and ICF; 2019. Available from: https://dhsprogram.com/pubs/pdf/SPA28/
SPA28.pdf [cited 2024 April 5].

National Institute of Population Research and Training, Associates for
Community and Population Research and ICF International. Bangladesh
Health Facility Survey 2014. Dhaka: National Institute of Population
Research and Training, Associates for Community and Population Research
and ICF; 2016. Available from: https://dhsprogram.com/pubs/pdf/SPA23/
SPA23.pdf [cited 2024 April 5].

Ministry of Health, New ERA, Nepal Health Sector Support Program, ICF.
Nepal Health Facility Survey 2015. Final report. Kathmandu: Ministry of
Health and ICF; 2017. Available from: https://dhsprogram.com/pubs/pdf/
spa24/spa24.pdf [cited 2024 April 5].

Ministry of Health, New ERA, Nepal Health Sector Support Program and

ICF. 2021 Nepal Health Facility Survey: key findings. Kathmandu: Ministry of
Health and ICF; 2022. Available from: https://dhsprogram.com/pubs/pdf/
FR379/FR379.pdf [cited 2024 April 5].

Mishra A, Singh AK, Parida SP, Pradhan SK;, Nair J. Understanding community
participation in rural healthcare: a participatory learning and action
approach. Front Public Health. 2022 Jun 6;10:860792. doi: http://dx.doi.org/
10.3389/fpubh.2022.860792 PMID: 35734758

Independent evaluation of community-based health services in
Bangladesh. Dhaka: Ministry of Health and Family Welfare, Directorate
General of Health Services, Community-Based Health Care programme and
World Health Organization Bangladesh; 2019. Available from: https://www
who.int/docs/default-source/searo/bangladesh/pdf-reports/2019-20/
cbhs — report-2019.pdf?sfvrsn=fdecaade_2 [cited 2023 Mar 11].

Naher N, Balabanova D, Hutchinson E, Marten R, Hoque R, Tune SNBK, et al.
Do social accountability approaches work? A review of the literature from
selected low- and middle-income countries in the WHO South-East Asia
region. Health Policy Plan. 2020; Nov 1;35(1):i76-196. doi: http://dx.doi.org/
10.1093/heapol/czaal07 PMID: 33165587

Mensah GA, FusterV, Murray CJL, Roth GA; Global Burden of Cardiovascular
Diseases and Risks Collaborators. Global Burden of Cardiovascular Diseases
and Risks, 1990-2022. J Am Coll Cardiol. 2023 Dec 19;82(25):2350-473. doi:
http://dx.doi.org/10.1016/jjacc.2023.11.007 PMID: 38092509

Ayushman Bharat Health and Wellness Centres assessment in 18 states.
Consolidated report. New Delhi: Government of India, Ministry of Health
and Family Welfare; 2022. Available from: https://nhsrcindia.org/sites/
default/files/2022-05/AB-HWC%20Report%20-%20FINAL%20-%20May%20
13.pdf [cited 2023 May 9].

Ugargol AP, Mukherji A, Tiwari R. In search of a fix to the primary health care
chasm in India: can institutionalizing a public health cadre and inducting
family physicians be the answer? Lancet Reg Health Southeast Asia. 2023
Apr 18;13:100197. doi: http://dx.doi.org/10.1016/j.lansea.2023.100197
PMID: 37383560

Primary health care systems (PRIMASYS): case study from Sri Lanka,
abridged version. Geneva: World Health Organization; 2017. Available from:
https://iris.who.int/handle/10665/341086 [cited 2023 May 9].

Kumar R. Mortality statistics in India: current status and future prospects.
Indian J Community Med. 2022 Oct-Dec;47(4):476-8. doi: http://dx.doi.org/
10.4103/ijcm.ijcm_614_22 PMID: 36742978

485


http://dx.doi.org/10.1111/1468-0009.12301
http://dx.doi.org/10.1111/1468-0009.12301
http://www.ncbi.nlm.nih.gov/pubmed/29226448
http://dx.doi.org/10.1136/bmjgh-2019-001822
http://www.ncbi.nlm.nih.gov/pubmed/31565420
https://www.improvingphc.org/sites/default/files/PHC-Progression%20Model%202019-04-04_FINAL.pdf
https://www.improvingphc.org/sites/default/files/PHC-Progression%20Model%202019-04-04_FINAL.pdf
https://www.improvingphc.org/sites/default/files/PHC-Progression%20Model%202019-04-04_FINAL.pdf
http://dx.doi.org/10.1186/s12913-018-3423-0
http://dx.doi.org/10.1186/s12913-018-3423-0
http://www.ncbi.nlm.nih.gov/pubmed/30092842
https://iris.who.int/bitstream/handle/10665/352205/9789240044210-eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/352205/9789240044210-eng.pdf?sequence=1
https://iris.who.int/handle/10665/352201
https://iris.who.int/handle/10665/352201
https://www.who.int/data/gho
https://apps.who.int/nha/database/Select/Indicators/en
https://apps.who.int/nha/database/Select/Indicators/en
https://www.who.int/data/inequality-monitor/data
https://data.worldbank.org/indicator
https://unstats.un.org/sdgs/dataportal
https://unstats.un.org/sdgs/dataportal
https://apps.who.int/nhwaportal/
https://www.who.int/emergencies/operations/international-health-regulations-monitoring-evaluation-framework/states-parties-self-assessment-annual-reporting
https://www.who.int/emergencies/operations/international-health-regulations-monitoring-evaluation-framework/states-parties-self-assessment-annual-reporting
https://www.who.int/emergencies/operations/international-health-regulations-monitoring-evaluation-framework/states-parties-self-assessment-annual-reporting
https://iris.who.int/handle/10665/353048
https://iris.who.int/handle/10665/353048
https://www.unicef.org/rosa/documents/formative-evaluation-community-health-workers-policies-and-programmes
https://www.unicef.org/rosa/documents/formative-evaluation-community-health-workers-policies-and-programmes
https://www.unicef.org/rosa/documents/formative-evaluation-community-health-workers-policies-and-programmes
http://dx.doi.org/10.6084/m9.figshare.25143953
http://dx.doi.org/10.6084/m9.figshare.25143953
https://dhsprogram.com/
https://dhsprogram.com/
https://dhsprogram.com/pubs/pdf/SPA28/SPA28.pdf
https://dhsprogram.com/pubs/pdf/SPA28/SPA28.pdf
https://dhsprogram.com/pubs/pdf/SPA23/SPA23.pdf
https://dhsprogram.com/pubs/pdf/SPA23/SPA23.pdf
https://dhsprogram.com/pubs/pdf/spa24/spa24.pdf
https://dhsprogram.com/pubs/pdf/spa24/spa24.pdf
https://dhsprogram.com/pubs/pdf/FR379/FR379.pdf
https://dhsprogram.com/pubs/pdf/FR379/FR379.pdf
http://dx.doi.org/10.3389/fpubh.2022.860792
http://dx.doi.org/10.3389/fpubh.2022.860792
http://www.ncbi.nlm.nih.gov/pubmed/35734758
https://www.who.int/docs/default-source/searo/bangladesh/pdf-reports/2019-20/cbhs%E2%80%94report-2019.pdf?sfvrsn=fdecaade_2
https://www.who.int/docs/default-source/searo/bangladesh/pdf-reports/2019-20/cbhs%E2%80%94report-2019.pdf?sfvrsn=fdecaade_2
https://www.who.int/docs/default-source/searo/bangladesh/pdf-reports/2019-20/cbhs%E2%80%94report-2019.pdf?sfvrsn=fdecaade_2
http://dx.doi.org/10.1093/heapol/czaa107
http://dx.doi.org/10.1093/heapol/czaa107
http://www.ncbi.nlm.nih.gov/pubmed/33165587
http://dx.doi.org/10.1016/j.jacc.2023.11.007
http://www.ncbi.nlm.nih.gov/pubmed/38092509
https://nhsrcindia.org/sites/default/files/2022-05/AB-HWC%20Report%20-%20FINAL%20-%20May%2013.pdf
https://nhsrcindia.org/sites/default/files/2022-05/AB-HWC%20Report%20-%20FINAL%20-%20May%2013.pdf
https://nhsrcindia.org/sites/default/files/2022-05/AB-HWC%20Report%20-%20FINAL%20-%20May%2013.pdf
http://dx.doi.org/10.1016/j.lansea.2023.100197
http://www.ncbi.nlm.nih.gov/pubmed/37383560
https://iris.who.int/handle/10665/341086
http://dx.doi.org/10.4103/ijcm.ijcm_614_22
http://dx.doi.org/10.4103/ijcm.ijcm_614_22
http://www.ncbi.nlm.nih.gov/pubmed/36742978

Research
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Box 1.Sources of information for quantitative indicators of the WHO-UNICEF primary health care measurement framework,
Bangladesh, India, Nepal, Pakistan, Sri Lanka

Routine health information system®
Health facility density (Bangladesh, India, Nepal, Pakistan, Sri Lanka)

Availability of basic water, sanitation and hygiene amenities (India)
Facilities with power and communications (India)

Outpatient visits (Bangladesh, India, Nepal, Sri Lanka)

Emergency unit visits (Bangladesh, Nepal)

Hospital discharges (Nepal, Sri Lanka)

Leading diagnoses (Bangladesh, Nepal, Sri Lanka)

Rate of admission with ambulatory care sensitive conditions (Bangladesh, Nepal, Sri Lanka)
Provider caseload (India)

Bed occupancy (Bangladesh, India, Nepal, Pakistan, Sri Lanka)
Timely access (India, Pakistan, Sri Lanka)

Percentage of completeness of reporting by facilities (India, Nepal)
Telemedicine access (Bangladesh)

Facility-based survey®; national noncommunicable disease monitoring survey
- Availability of basic water, sanitation and hygiene amenities (Bangladesh, Nepal, Sri Lanka)

Facilities with power and communications (Bangladesh, Nepal, Sri Lanka)
Availability of emergency transport (Bangladesh, India, Nepal, Sri Lanka)
Availability of essential medicines (Bangladesh, India, Nepal, Sri Lanka)
Availability of essential in vitro diagnostics (Bangladesh, India, Nepal, Sri Lanka)
Availability of priority medical equipment and other devices (Bangladesh, India, Nepal, Sri Lanka)
Existence of supportive supervision system (Bangladesh, Nepal)
Facilities with systems to improve quality (Bangladesh, Nepal)
Resilient health facilities and services (Nepal)
Facilities offering services according to national defined service package (Bangladesh, Nepal, Sri Lanka)
Percentage of facilities meeting minimum standards to deliver tracer services (Bangladesh, Nepal, Sri Lanka)
Facilities compliant with infection prevention and control measures (Bangladesh, Nepal, Sri Lanka)
Diagnostic accuracy (India)
Patient-reported experiences (Nepal)
Adherence to clinical standards for tracer services (Nepal)
Proactive population outreach (Nepal)

Population-based surveys (demographic and health survey and household income and expenditure survey’; national sample survey°)
« Perceived barriers to access — geographical, financial, sociocultural (Bangladesh, India, Nepal, Pakistan, Sri Lanka)
Hospital discharges (Bangladesh, India)
Leading diagnoses (India)
Patient-reported experiences (India)
Completeness of birth registration (Bangladesh, India, Nepal, Pakistan, Sri Lanka)
Completeness of death registration (India)

National health accounts
Current health expenditure on health (total and primary health care-specific) as percentage of GDP (Bangladesh, India, Nepal, Pakistan, Sri Lanka)
Per capita total health expenditure, and primary health care-specific (Bangladesh, India, Nepal, Pakistan, Sri Lanka)
Government primary health care spending as percentage of government health expenditure (Bangladesh, India, Nepal, Pakistan, Sri Lanka)
Sources of expenditure on health, and primary health care-specific (Bangladesh, India, Nepal, Pakistan, Sri Lanka)

GDP: gross domestic product; UNICEF: United Nations Children’s Fund; WHO: World Health Organization.
2 Bangladesh, India, Nepal, Pakistan and Sri Lanka.

®Bangladesh, Nepal and Sri Lanka.

¢India.

4 Bangladesh.

¢India.

Bangladesh, India, Nepal, Pakistan and Sri Lanka.
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Box 2. Additional primary health care monitoring indicators being tracked, WHO-UNICEF primary health care measurement
framework, Bangladesh, India, Nepal, Pakistan, Sri Lanka

Governance
Percentage of adolescents reported being taught in school and/or college about ill-effects of tobacco and alcohol (India)

Percentage of adults (motorcycle drivers and passengers) using safety helmets while being on a motorcycle or scooter in past 30 days
(Nepal, Pakistan)

Percentage of adults exposed to anti-tobacco messages through various forms of the media (Nepal, Pakistan)
Percentage of adults driving a vehicle in past 12 months reported to be stopped or checked by traffic police for drink—driving (Nepal)
Number of upazilas (administrative division in Bangladesh) covered for staff training on animal control (Bangladesh)

Information system and digital technologies
Percentage of facilities that have a designated focal person for the integrated health management information system (Nepal)

Number of participants in local training on management information systems (Bangladesh)

Number of people calling to Shastho Batayon (teleconsultation service) for health problems (Bangladesh)
Number of teleconsultations (India)

Number of Ayushman Bharat health account numbers (unique health identifier) issued (India)

Accessibility, affordability acceptability (perceived barriers to access)
Percentage of adults 15-69 years with existing oral health issues reporting reasons for not seeking care for these issues (Nepal)

Percentage of people 15-69 years advised to take medicines but have not taken these medicines in the past 2 weeks, and reasons for not
taking medication for high blood pressure or diabetes (Bangladesh, Nepal, Sri Lanka)

Percentage of men aged 15-49 years whose youngest living child was 0-35 months reporting the reasons why the child’s mother did not
receive antenatal care when pregnant (India)

Among households not generally using a government health facility when their members are sick, percentage giving reasons for not using
government health services (India)

Percentage of the population with a health facility within 5 km of their home (Bangladesh, Sri Lanka)

Organization and facility management
Percentage of facilities with management committees where committee members meet at least once every 6 months (Nepal)

Percentage of facilities with supervisory visit 4 months before the health facility survey (Nepal)
Percentage of facilities having completed financial audits (Nepal)

Community linkages and engagement
Number of individuals counselled on nutrition, substance abuse, reproductive tract infections and/or sexually transmitted infections (India)

Number of mothers attending mother’s health group meetings (Nepal)

Percentage of mothers with children 0-4 years who read books given by the public health midwives or family health officer before or after
the birth of their last child (Sri Lanka)

Percentage of newborn admissions in special newborn care units referred by an accredited social health activist (village-level community
health workers) (India)

Number of monthly Jan Aarogya Samiti (facility management committee) meetings held with at least 60% of members (India)

Systems for improving quality
- Percentage of facilities with system for determining client opinion (Nepal, Sri Lanka)

Number of certified adolescent-friendly sites (Nepal)

Average minimum service standards scores for hospitals (Nepal)

Number of cases of adverse events following immunization (India, Sri Lanka)

Percentage of facilities with system for determining client opinions and procedure for reviewing client opinions (Bangladesh)
Completion rate of preliminary investigations of complaints within 1 month of reporting (Sri Lanka)

Service availability and readiness
Percentage of facilities with capacity to process equipment for reuse — adherence to standards for quality sterilization (Nepal)

Number of facilities functioning day and night 7 days a week (India)

Percentage of facilities using different methods, such as incinerator, open burning, dump without burning, offsite removal, for managing
waste (Bangladesh)

Percentage of facilities offering any modern family planning method that have items for infection control (Bangladesh)

(continues. . .)

485B Bull World Health Organ 2024;102:476-485C| doi: http://dx.doi.org/10.2471/BLT.23.290655



(.. .continued)

Resilient health facilities and services
Percentage of facilities with an outbreak management plan (Nepal)
Percentage of facilities with a mass casualty management plan (Nepal)

Core primary care functions (patient-reported experiences)
- Percentage of caretakers who considered specific service issues to be a major problem for them on the day of their visit (Nepal)
Percentage of family planning clients who considered specific service issues to be a major problem for them on the day of their visit (Nepal)
Percentage of postpartum women reporting waiting times to see a provider (Nepal)

Percentage of postpartum women who reported satisfaction with waiting time, information received from providers, staff behaviour, cleanliness,
level of privacy, and care received (Nepal)

Percentage of complaints by category in complaints and suggestion system (Bangladesh)

Core primary care functions (people-centredness)
- Percentage of postpartum women reporting respectful maternity care (Nepal)

Percentage of current users of contraceptive methods (women aged 15-49 years) informed about possible side-effects, what to do if they
experienced side-effects and other methods they could use (Nepal)

Among all female family planning clients with observed consultations, percentage whose consultation included the indicated components
and the indicated discussions related to sexually transmitted infections and condoms (Nepal)

Percentage of ever-married women aware of service providers (Sri Lanka)
Percentage of facilities with private spaces available during consultations (Bangladesh)

Utilization of services

Percentage of people 15-69 years ever told they had raised blood pressure or blood sugar and mentioning receiving advice on hypertension
and diabetes (Nepal, Bangladesh, Sri Lanka)

Percentage of adults 30-69 years diagnosed with known cardiovascular conditions in a government health facility (India)
Percentage of adolescents receiving clinical and counselling services at adolescent-friendly health centres (India)

Percentage of live births in the 3 or 5 years preceding the demographic and health survey by place of delivery — home or health facility (India,
Pakistan, Sri Lanka, Nepal, Bangladesh)

Percentage of children younger than 5 years with symptoms of acute respiratory infection 2 weeks before the survey for whom advice and
treatment was sought from specific sources (Pakistan)

Proactive population outreach

Number of clients receiving services provided by outreach clinics, such as primary treatment, antenatal and postnatal care, condoms and
contraceptive pills (Nepal)

Number of women receiving a postnatal care visit within 2 days of delivery (Nepal)

Number of village health and nutrition days held (India)

Number of community-based assessment checklists filled (India)

Percentage of women aged 15-49 years discussing family planning with a field worker in the 6 months before the survey (Bangladesh)

Efficiency
Number of drug quality failures (events) reported during a quarter (Sri Lanka)
Cost of discarded drugs (Sri Lanka)
Percentage use of annual financial allocation (Sri Lanka)

Only a few indicators for each domain of the framework that are being tracked in the region are presented. See online repository for complete lists of indicators and
country-specific data sources.”
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